A young woman who was experiencing repeated convulsions was admitted. The patient's brain magnetic resonance image revealed reversible posterior leukoencephalopathy. Blood pressure fluctuated at times to more than 200 mmHg, and the measurement of the right and left upper arms differed by approximately 70 mmHg. Enhanced computed tomography revealed stenotic lesions of some arteries including the left renal artery. Such findings led to an initial diagnosis of Takayasu arteritis and hypertensive encephalopathy caused by renovascular hypertension. A percutaneous transluminal renal angioplasty was successfully performed. The patient's blood pressure returned to normal value without the use of antihypertensive drugs.
Introduction
Hypertensive crisis is a critical situation and often requires immediate treatment to both lower blood pressure and protect internal organs. Hypertensive encephalopathy is one of the most critical conditions in such a crisis as it can lead to cerebral hemorrhage, unconsciousness, coma and possibly even death. Several diseases lead to critical secondary hypertension which in turn may cause hypertensive crisis even in young adults. In the case of Takayasu arteritis, which is nonspecific angiitis of large arteries, major complications include hypertension.
Case Report
A 20-year-old woman experiencing convulsions and fluctuating in and out of consciousness was admitted to the intensive care unit (ICU). Previous symptoms included an occasional low grade fever over two years. On the morning of admittance, the patient suffered from headaches and nausea. Up to that point, the patient's medical history did not indicate any medicines being taken. The patient's neurological examination did not reveal paralysis or numbness. The patient's Glasgow Coma Scale (GCS) was nine, blood pressure measured in the right upper arm was 112/64 mmHg, heart rate was 128/min and body temperature was 36.4 . The patient's brain computed tomography (CT) image showed no remarkable findings ( Fig. 1 ) and spinal fluid examination showed a mildly increased cell count and elevated concentration of protein (Table 1) . Convulsions recurred several times and the patient's blood pressure fluctuated widely from between 80/40 mmHg to 180/110 mmHg. In order to rule out acute encephalitis, she was given anticonvulsants and administered a combination of antibacterial and antiviral drugs. In ICU, we discovered that the patient had different blood pressure readings as measured in the right and left upper arms. The left arm had a reading of 198/98 mmHg, while the right was 123/62 mmHg. Blood pressure as measured in the lower legs were 194/106 mmHg in the right and 190/104 mmHg in the left. After her blood pressure was lowered by intravenous administration of a calcium antagonist (nicardipine hydrochloride), consciousness fully recovered (GCS of fifteen) and the spinal cell count also normalized. Sporadic high signals in the cortex of the left hemisphere of the brain magnetic resonance image (MRI) as demonstrated when admitted also disappeared after seven days (Fig. 1) . The enhanced whole body CT image revealed The image also showed a diffuse critical stenosis in the right carotid artery, a focal severe stenosis in a site just proximal to the superior mesenteric artery and a severe tubular stenosis from the ostium to the proximal site of the left renal artery (Fig. 2) . No severe stenosis was recognized in her left subclavicular artery. The ultrasound image showed both significant diffuse arterial wall thickening of bilateral common carotid arteries (maximal intima-media thickness were 5.7 mm in the right and 3.8 mm in the left) and critical stenosis of the right carotid artery (peak systolic velocity was 436 cm/s). Furthermore, renal artery duplex scanning showed severe stenosis of the left renal artery (peak systolic velocity was 183.1 cm/s and renal-aorta ratio was 1.54). Funduscopic examination also revealed mild hypertensive retinopathy. On admission, the following readings were elevated; C-reactive protein (CRP), erythrocyte sedimentation rate (ESR), plasma aldosterone concentration and plasma renin activity (Table 1). These abnormalities of blood laboratory data and the arterial lesions recognized in both CT and ultrasound image in the young patient (with no other atherosclerotic risk factors) indicated a diagnosis of both Takayasu arteritis and renovascular hypertension. When iodine contrast material was administered for the enhanced CT examination, a new skin rash emerged on the patient's body, face and extremities. Furthermore both nasal congestion and trouble with breathing occurred. The initial diagnosis for these symptoms was an allergic reaction to iodine enhanced material.
Long-term (nine months) medicinal treatment involved a combination of prednisolone, an antiplatelet and four antihypertensives: calcium channel blocker, angiotensin receptor blocker, angiotensin-convertizing enzyme (ACE) inhibitor, and alfa channel blocker. Gradually the patient's blood pressure as measured in the left arm decreased to approximately 120/80 mmHg with both CRP and ESR resumed normality (Table 2) . At discharge, one month after admittance, the patient no longer suffered from any of the previous symptoms. Her renal function was normal and official blood pressure in the left arm was around 130/80 mmHg. Neither upper arm claudication, gastrointestinal symptoms nor symptoms due to the ischemia of the brain (i.e. the steal phenomenon of brain blood flow) was recognized. Unfortunately, the left renal size diminished gradually, as noted in periodic ultrasound examination (Table 2 ). An intervention therapy concerning the left renal arterial lesion was recommended to the patient. A percutaneous transluminal renal angioplasty of the left renal artery was successfully performed using digital subtraction angiography. In the procedure, a stent (Driver, Medtronic Inc., Minneapolis, MN, USA; 4.0×24 mm) was deployed in the lesion because of insufficient dilatation by only balloon angioplasty. The procedure was completed without any complications and the lesion diameter decreased from 74.6% to 17.8% by balloon dilatation and stent deployment. Gadolinium diethylenetriamine pentaacetic acid (Gd-DTPA) was used as contrast material in this procedure because the patient had an allergic reaction to iodine contrast material (Fig. 3) .
Following angioplasty, the patient's renal function remained normal. Also the diminishing size of her left kidney gradually ceased. The patient's blood pressure in the left arm was also stable at approximately 110/70 mmHg without the use of antihypertensive drugs ( Table 2) .
Discussion
A severe and potentially life-threatening increase in blood pressure is defined as hypertensive crisis and it is a medical emergency. A persistent diastolic pressure exceeding 130 Table 2 . Clinical Course of Blood Pressure, Renal Function, Ultrasound Image of the Kidneys and Medications mmHg is often associated with acute vascular damage. However, the rapidity of the rise may be more important than the absolute level in producing acute vascular damage. Hypertensive encephalopathy, the pathogenesis of which has not yet been fully established, is characterized by headaches, irritability, alterations in consciousness, and other manifestations of central nervous dysfunction coupled with sudden and marked elevations in blood pressure. White matter abnormalities of the brain have been reported in some cases of hypertensive encephalopathy. In the present case, the MRI revealed high signal lesions on some parts of the brain. Such findings are particularly noticeable in the fluidattenuated inversion recovery (FLAIR) images. These findings may indicate reversible posterior leukoencephalopathy syndrome (RPLS) (1, 2) . RPLS was reported at first as a single named syndrome in a 1996 case series although many case reports of this syndrome have been reported in various clinical situations; for example, eclampsia, lupus erythematosus, immunosuppressive treatments and nephrotic syndrome, etc (1) (2) (3) (4) 6) . Although the pathogenesis of RPLS remains unclear, it may be related to both diseased cerebral autoregulation and endothelial dysfunction. Furthermore, the neurologic syndrome in hypertensive encephalopathy may be caused by vasogenic edema from this breakthrough of autoregulation (1, (5) (6) (7) (8) .
Takayasu arteritis is an idiopathic large-vessel vasculitis of young individuals that affects the aorta and its major branches. It is most commonly known to occur in Asia with females being affected approximate 10 times more often than males (9, 10) . Although the cause of arteritis is unclear, it is possible that its pathogenesis may relate to an autoimmune mechanism and a variety of cytokines (11) . Claudication of upper extemities, bruits and both blood pressure and pulse asymmetries are the most common clinical findings. Hypertension affects about 40 to 90 percent of patients (9, 10) . In this particular case, the hypertensive state was initially underestimated, given that the patient's blood pressure was taken only in the right arm.
Catheter intervention of the stenotic renal artery was considered, because the patient was suffering from both renal arterial stenosis and renovascular hypertension. These conditions caused hypertensive encephalopathy and the diseased kidney to gradually diminish in size. Interventional therapy for the stenotic arterial lesions of Takayasu arteritis should be performed only in arterial lesion activity remission. Such intervention during active periods often results in both restenosis and/or acute occlusion (10, 12) . As the judgment of activity of arteritis may be difficult, histopathological examinations of the arteries are preferable to both clinical signs and laboratory data for precise evaluations of that activity (12) .
Because the most common sites of stenosis are the subclavicular and brachiocephalic arteries in this arteritis, blood pressure must be checked in both arms for patients with neurological abnormalities, especially for patients with leukoencephalopathy. Although the renal arterial stenosis was successfully treated by percutaneous angioplasty, consistent evaluation of renal flow, size and function is prudent. The activity of arteritis must also be monitored.
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